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PEDIATRIC DENTISTRY

GAYLE GLENN, D.D,S., M.S.D.
DIPLOI\,IATE AI\,4ERICAN BOARD OF ORTHODONTICS

Child's Name

Nick Name: 4S r,,r"r" f$ r".rt"
Siblings that we treat

Child'sBirthdate 

-l - 

l- Child'sAge-

ChildsHome#(-)-

Child's Home Address

Apt / Condo#

DIPLOMATE AI\,4ERICAN BOARD OF
PEDIATRIC DENTISTRY

Health History Form

ffi rctt us about your Child

For your conveniene...
The parent or guardian who accompanies the child is responsible for payment at the time of

cty

fF Biolosic child * Adopteo

Mother's lnformation

f}, steomotrrer , cuaroian Birthdate 

- 

t- t 

-Employer

Work#(- )

Home#(-)

Name

Ext 

-
Cellular Phone # (-- )

SS#

Father's lnformation

Name

Birthdate 

-l-l-

Work#(- )

Home#(-)

Ext 

-
Cellular Phone # (- )

Parents'status $ s,ns,"* Marriea $ seoarateo

#, Stepratrer $ cuaroian

Employer

* wioo*"0 {}, oirorceo

Birthdate- l- l-
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DIPLOI\,4ATE AMERICAN BOARD OF
PEDIATRIC DENTISTRY

RODNEY P. LEWIS, D.D.S., M.S.
DIPLOI\,,IATE AI\,,IERICAN BOARD OF ORTHODONTICS

ffiwno
Name

is Accompanying the Child Today?

Relationship

Do you have lesal custody of this child? * ,* tr}. ^"
Who may we lhank for referring you to our office?

tro Person Responsible for Account

Name

Relationship

Billing Address

City

Home # (

Work #

Email

(- )

W,
Primary Dental lnsurance

lnsurance Co. Name

lnsurance Co. Address

lnsurance Co.

Group # (Plan,

Phone#(- )

Local or Policy#)

Name

Relationship to Patient

Social Security #

Employer



ffi Dentat History

ls this your child's first visit to the dentist?

lf not, how long since the last visit to the dentist?

Were any x-rays taken at previous dental visits?

Have there been any injuries to the teeth, face or mouth?

lf yes, please explain

Why did you bring the child to the dentist today/specific concerns?

Does the child have any of the following habits?

Y N Lip Sucking / Biting Y N Nail Biting

Y N Nursing Bottle Habits Y N Thumb / Finger Sucking

Has the child ever had a serious or difficult problem associated

with previous dental work? Yes No

lf yes, please explain

ls the child's water fluoridated?

Health History

Has the child ever had any of the following problems?

Y N Handicaps/Disabilities

Y N Developmental Delay

Y N Congenital Birth Defects

Y N Hearing^/ision lmpairmenl

Y N Bleeding Disorder

Y N Diabetes

Y N Heart Problems/Murmur

Y N Kidneyiliver Problems

Y N Tuberculosis/Lung Problems

Y N Cancer

Y N Hepatitis/HlV/AIDS

Y N Convulsions/EpilepsyiFainting

Y N Hospital Stays/Operations Y N Shunt

Y N SleepApnea/HeavySnoring Y NAsthma

Y N ADD/ADHD

Y N Autism

Y N Mental Health lssues

Y N Allergies

Y N Allergy to Latex

Y N Pregnancy

lf yes, please

Please list all drugs the child is currently taking

Please list all drugs the child is allergic to

YES NO

ls the child taking fluoride supplements? Yes No

Has the child ever had any pain or tenderness in his/herlaw/

joint? (TMJ/TMD)? Yes No

E Name and Picture

E First name Only and Picture

Are immunizations up to date? Yes

Child's Physician

Does lhe child brush his/her teeth daily? Yes No Phone#(-)

Floss his/her teeth daily? Yes No ls the child currently under the care of a physician? Yes No

We would love to share how great your child is doing with our fans on our Social Media sites and need your approval fo do so.
Please check the appropriate boxes below with yaur preferences:

E Picture Only

D No Picture or Name

How do you prefer to be contacted for appointment confirmation?
Please check all that apply

fl phone call to #

fl e-mail to

fl text to mobile # (charges may apply according to your plan)

Vffi7 fl:1}3,5'.'fi]1fl) ISJISltave been siven is correcttothe bestormyknowredse, thatitwiil be herd in the strictestorconridenceand
itismyresponsibilitytoinformthisofficeofanychangesinmychild'smedical status. lauthorize Children's Dental Specialists to treat the
above mentioned patient using restorative or oral surgery techniques as well as patient management techniques that are reasonable and

necessary as the dentists deem advisable. I understand that the treatment plan presented, along with the fees outlined, could change
depending upon the time elapsed since the examination and the extent of decay.

Signature of Parent or Guard an

Office notes:

Re atonsh p to Patient
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